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Adolescents aged 15-19 in North Carolina lack adequate access to the family 
planning (FP) services, including contraception, needed to live their fullest lives. Not 
using appropriate contraception during penile-vaginal sexual intercourse can lead to 
serious negative outcomes for the adolescent including unintended pregnancy and 
sexually transmitted infections (STIs), both of which can have significant long-term 
social and health consequences for the adolescent and infant. To better understand the 
current state of adolescent sexual and reproductive health (SRH) care access in North 
Carolina, this paper explores differences in the scope, quality, and accessibility of 
adolescent FP services across four health care settings: school-based health centers, 
Federally Qualified Health Centers, primary care practices, and local health departments. 
The author conducted seven key informant interviews with experts on adolescent health 
care provision in these settings to learn more about the FP services available to 
adolescents in each setting. The author also analyzed relevant state and federal laws, 
polices, and guidelines that pertain to adolescent SRH care provision across settings to 
assess how such policies facilitate or serve as a barrier to adolescent FP service access. 
This paper aims to inform the North Carolina Women’s Health Branch Family Planning 
Unit (the Unit) about the differences in the scope, accessibility, and quality of adolescent 
SRH care in North Carolina across care settings, and provides recommendations 
regarding how the Unit can better support adolescent access to FP services to improve 
adolescent health. The author found that while the overall policy landscape in North 
Carolina is supportive of adolescent access to FP services, there are significant 
differences in the types of FP services available to adolescents based on where they 
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Unintended Pregnancy in the United States 
Despite notable declines in recent decades, the unintended pregnancy rate in the 
United States remains significantly higher than that of other high income countries.1,2 In 
2011, nearly half (45%, or 2.8 million) of the 6.1 million pregnancies in the United States 
were unintended, with roughly 1.1 million of these pregnancies being “unwanted”.2,3 
Significant differences in unintended pregnancy rates exist between demographic groups, 
with low-income women (incomes less than 200% of the federal poverty level), women 
aged 18–24, and women of color experiencing the highest unintended pregnancy rates.2,3 
Notably, research has found that adolescents (aged 15–19) have the highest unintended 
pregnancy rate of any age-group.2,4 Although the national adolescent pregnancy rate has 
declined significantly over recent decades, the United States continues to have the highest 
adolescent pregnancy and birth rates among high income countries; in the United States, 
more than 700,000 adolescents become pregnant each year, with as many as 80% of these 
pregnancies being unintended and preventable.5–7  
Adolescent unintended pregnancy remains a critical public health issue due to the 
multitude of associated negative health, economic, and social outcomes that can affect 
both the mother and child.3,4,8,9 The two main factors considered to directly impact the 
adolescent pregnancy rate are adolescent contraceptive use and sexual activity.10 Not 
using appropriate contraception during sexual intercourse can lead to serious negative 
outcomes for the adolescent including sexually transmitted infections (STIs) and 
unintended pregnancy.11 STIs increase an adolescent’s risk of infertility, ectopic 
pregnancy, cervical cancer, and in some cases death.12 Adolescents who have unintended 
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pregnancies that result in births are more likely than those with intended pregnancies to 
have inadequate or delayed prenatal care, to smoke or drink during pregnancy, and to 
have premature and low-birth-weight infants.3 Adolescent pregnancy is also associated 
with increased infant morbidity and mortality during the first year of life.8 Regarding 
social and economic impacts, unintended pregnancy during adolescence is associated 
with school dropout, lower educational attainment, and lower overall income later in 
life.9,10 Furthermore, adolescents who experience unintended pregnancy are at a higher 
risk of physical and mental health problems such as psychological distress, suicide, and 
unsafe abortion than women who have unplanned pregnancies.3,9,10 As the vast majority 
of adolescent pregnancies are unintended and preventable, it is critical that measures 
continue to be taken to address this public health crisis and avoid the negative outcomes 
described above. 
Adolescent Pregnancy and Family Planning Services Access in North Carolina 
Following national trends, North Carolina has reached a historic low in its 
adolescent pregnancy rate at 24.6 pregnancies per 1000 adolescent females in 2018.13 
Despite encouraging declines in pregnancy rates for adolescents in all racial and ethnic 
groups over recent decades, significant disparities still remain between these groups.13 In 
2018, non-Hispanic American Indians had the highest adolescent pregnancy rate of 43.6 
pregnancies per 1000 adolescent females, followed by Hispanics with 41.4 pregnancies, 
non-Hispanic blacks with 33.7 pregnancies, and lastly non-Hispanic whites with 16.1 
pregnancies.13 Existing research suggests that socioeconomic and social factors may 
contribute to these racial and ethnic differences seen in adolescent pregnancy rates.14 For 
instance, some minority populations have been found to experience greater 
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socioeconomic disadvantage, levels of sexual risk‐taking, and acceptance of teenage 
childbearing compared to non-Hispanic whites.14 Research has also found that disparities 
exist in adolescent access to health care, such as family planning services, by racial and 
ethnic background.15 There are also significant differences in the adolescent pregnancy 
rate by adolescent age. In 2018, the pregnancy rate among adolescents aged 18-19 was 
44.0 pregnancies per 1000 females aged 18-19 16, while the rate among adolescents aged 
15-17 was 10.6 pregnancies per 1000 females aged 15-17 17. This difference is likely due 
in part to the age at which adolescents begin having sexual intercourse, as the average age 
at first sexual intercourse in the United States is 18 years old.18  
Despite the overall decline in the adolescent pregnancy rate, adolescents in North 
Carolina lack adequate access to the family planning (FP) services they need to live their 
fullest lives.19,20 The Centers for Disease Control and Prevention (CDC) and the U.S. 
Office of Population Affairs state that FP services should include: providing 
contraception to help women and men plan and space births, prevent unintended 
pregnancies, and reduce the number of abortions; offering pregnancy testing and 
counseling; helping clients who want to conceive; providing basic infertility services; 
providing preconception health services to improve infant and maternal outcomes; and 
providing STI screening and treatment services.5 Current research and reproductive 
health statistics suggest that many adolescents in North Carolina lack access to the FP 
services needed to prevent unintended pregnancy and other negative health outcomes.19,21   
While there is limited data on the subject, the low prevalence of adolescent 
contraceptive use in North Carolina may be due in part to adolescents having limited 
access to FP services, including conctraceptives.21 Focus group data collected by the 
 
 9 
North Carolina Women’s and Children’s Health Section revealed that access to health 
information and sexual and reproductive health (SRH) care, including access to birth 
control, were among adolescents’ top health concerns.20 Although four in five youth aged 
12–19 in North Carolina receive a general preventive medical visit each year, research 
suggests that SRH topics are not always being discussed during these visits.21 An 
observational study of providers at 11 clinics (3 academic and 8 community-based 
practices) located throughout the Raleigh/Durham area found that one-third of all 
adolescents had annual visits without any mention of sexuality issues, and in general 
discussions that did occur were brief.21 While this data is not generalizable to the state’s 
entire adolescent population, it does suggest that there are site-specific differences in the 
scope of SRH information and services adolescents receive. 
State-level reproductive health data suggests that not only are adolescents not 
discussing sexual health with their providers, they may also not be receiving access to 
contraception.19 While 38% of high school students in North Carolina reported being 
sexually active in 2017, only 54% of these students reported that they or their partner 
used a condom during their last sexual intercourse.19  Furthermore, just 32% of these 
students reported using birth control pills; an IUD or implant; or a shot, patch, or birth 
control ring before their last sexual intercourse, and alarmingly 15% reported that they or 
their partner did not use any method to prevent pregnancy during their last sexual 
intercourse.19 Compared to national data from 2015-17 stating that 89% of females and 
94% of males aged 15–19 reported that they or their partner had used contraceptives 
during their last sexual intercourse, the prevalence of adolescent contraceptive use in 
North Carolina is astonishingly low and must be addressed.22 Providing adolescents with 
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access to FP services such as contraceptives can help address the negative outcomes 
associated with adolescent pregnancy by ensuring adolescents have the education, 
counseling, and service access needed to prevent unintended pregnancy.5 For the purpose 
of this paper, SRH and FP services are used synonymously.  
Barriers to Accessing Family Planning Services 
 Adolescents in North Carolina encounter various barriers that may limit their 
access to quality FP services.23 First, the confidentiality of services and the environment 
in which care is provided may impact adolescents’ ability to access SRH care.23 While 
state laws allow minors to confidentially consent for all contraceptive, STI, and prenatal 
care services, many minors avoid seeking care because they either do not understand 
these confidentiality protections or fear parental notification by providers or health 
benefits notices issued by private insurers.23 Additionally, confidentiality concerns may 
prevent adolescents from accessing needed abortion services, as state law requires that 
adolescents obtain parental consent for such services.24 Second, a lack of “youth-
friendly” services can also prevent access to SRH services. The World Health 
Organization describes youth-friendly services as those that are equitable, accessible, 
acceptable, appropriate, and effective.25 For example, adolescents may not be able to 
effectively access services in clinics that do not offer drop-in or after school hours and do 
not have youth-accessible information.23 Third, financial barriers may impact adolescents 
as they attempt to access SRH services. Adolescents’ financial access to services depends 
upon whether or not they have health insurance (private or public), their ability to directly 
pay for services, and/or their ability to access services at no cost or that are covered by 
Title X funding.23 These financial barriers may exacerbate disparities that exist in health 
 
 11 
care access among adolescents from different socioeconomic, geographic, and 
racial/ethnic groups.  
Research has found that across settings, disparities in adolescent health care 
access exist by racial/ethnic background, insurance status, immigration status, and 
socioeconomic status.15 Although there is minimal state-specific data on such disparities, 
existing research suggests that there may be differences in the scope of FP services 
adolescents receive depending on where they access care.21 In North Carolina, 
adolescents commonly receive health care in school-based health centers (SBHCs), 
Federally Qualified Health Centers (FQHCs), primary care practices, and local health 
departments (LHDs).20 Site-specific guidelines, provider preferences, and available 
resources may contribute to the differences in the types of FP services offered to 
adolescents in each setting.  
Paper Objectives 
To gain a better understanding of the current state of adolescent SRH care access 
in North Carolina, this paper explores differences in the scope, quality, and accessibility 
of adolescent family planning services across health care settings. The author conducted 
key informant interviews with experts on adolescent health care provision in SBHCs, 
FQHCs, primary care practices, and LHDs to learn about the FP services available to 
adolescents in each setting. The author also analyzed relevant state and federal laws, 
polices, and guidelines that pertain to adolescent SRH care provision across settings to 
assess how such policies facilitate or serve as a barrier to adolescent FP service access. 
This paper aims to inform the North Carolina Women’s Health Branch Family Planning 
Unit (the Unit) about the differences in the scope, accessibility, and quality of adolescent 
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SRH care in North Carolina, and provides recommendations regarding how the Unit can 
better support adolescent access to quality FP services to improve adolescent health.  
EXISTING LAWS, POLICIES, AND GUIDELINES IMPACTING 
ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH  
 
Both state and federal laws, policies, and guidelines impact and direct adolescent health 
care provision in North Carolina. These guidelines and their relevance to adolescent 
family planning and reproductive health care are described below. 
MINOR’S CONSENT & CONFIDENTIALITY LAWS 
 
 In North Carolina, the general rule regarding minor’s consent for medical services 
is that individuals less than 18 years of age need consent from a parent or a parent 
substitute such as a guardian in order to receive health care.26 Exceptions to this rule 
include: emancipated minors; when a parent authorizes another adult to consent, when 
the law authorizes another to consent (e.g., DSS); emergencies and other urgent 
circumstances; and minor’s consent laws.26 Passed in 1971, North Carolina’s Minor’s 
Consent Law (G.S. 90-21.5) established that any minor may consent to services for the 
prevention, diagnosis, or treatment of: STIs and other communicable diseases, pregnancy, 
emotional disturbance, and abuse of controlled substances or alcohol.26,27 This law also 
established that minors were able to consent to all contraceptive, STI, and prenatal care 
services.24 To legally provide consent, adolescents must have both the legal authority to 
do so, as established by law, and the decisional capacity or competence to consent, as 
established by a physician or health care provider.26 
While the minor’s consent law does facilitate adolescent access to many FP 
services, it seriously restricts their access to abortion services. Under the minor’s consent 
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law, minors are unable to consent for abortion services and must have parental consent to 
receive such services.26 Notably, this aspect of the legislation is not in keeping with 
current recommendations from agencies with authority on adolescent health. For 
instance, in a policy statement published in 2017, the American Academy of Pediatrics 
reaffirmed its position that adolescents have a right to confidential care when considering 
abortion.28 Furthermore, they asserted that laws mandating parental involvement in 
abortion decisions do not achieve the intended benefit of promoting family 
communication and in fact increase the risk of harm to the adolescent by delaying access 
to appropriate medical care.28 As such, this aspect of the minor’s consent law 
significantly hinders adolescents’ access to abortion services. 
Beyond establishing minor’s rights to provide consent for the aforementioned FP 
services, North Carolina state and federal laws work to ensure the confidentiality of 
adolescent health information.26 North Carolina G.S. 90-21.4 Law for the 
confidentiality for minor’s consent services establishes that a physician shall not notify a 
parent or legal guardian regarding the medical services that a consenting minor receives 
unless the physician believes that it is essential to the life or health of the minor.29 
Federal HIPAA laws also help to protect the minors’ confidentiality. Under HIPAA, 
protected health information (PHI) is considered to be any information that identifies an 
individual and relates to a health status or condition, provision of health care, or payment 
for the provision of health care.26 Minors are considered “individuals” under HIPAA if: 
• The minor consents to health care services and no other consent is required by 




• The minor may lawfully obtain care without parental consent and the minor, a 
court, or another person gives the consent; 
• or if a minor’s parent agrees to confidentiality between minor and health care 
provider for a health care service.26 
Given these confidentiality laws, providers typically need a minor’s permission to 
disclose information about treatment under minor’s consent laws to third parties such as 
parents.26 Exceptions to this rule include disclosing information the provider deems 
essential to the minor’s life or health, and making disclosures required by law such as 
reporting child abuse or neglect.26 While minor’s consent and confidentiality laws 
support adolescents’ ability to access SRH services, a lack of provider knowledge of 
these protective laws can serve as a barrier to adolescents accessing care.30 Issues 
regarding adolescents’ perceptions and knowledge of the confidentiality of care will be 
explored in more detail later on in this paper.  
THE HEALTHY YOUTH ACT OF 2009  
Another North Carolina state law that establishes the structural context for 
adolescent reproductive health is North Carolina General Statutes Chapter 115C-18.30 
Reproductive health and safety education provided by local school administrative units.31 
This bill, known as the “Healthy Youth Act of 2009”, supports adolescent health by 
mandating that every local school administrative unit must provide a reproductive health 
and safety education program starting in seventh grade that includes biologically accurate 
information and information about the effectiveness and safety of all FDA-approved 
contraceptive methods in preventing pregnancy.31 That being said, the implementation of 
this sexual health education varies widely across North Carolina districts, with many 
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continuing to operate from the abstinence-only framework mandated before the Healthy 
Youth Act of 2009.32  
While North Carolina General Statutes Chapter 115C-18.30 promotes adolescent 
health by mandating sexual health education in schools that is not simply abstinence-only 
education, it greatly restricts adolescent health as well. More specifically, this legislation 
directly prohibits the distribution of contraceptives, including condoms and other devices, 
on school property.31 The legislation also prohibits that these contraceptives be “made 
available” on school property, including in SBHCs.31 As such, this law greatly restricts 
adolescent’s ability to access contraception needed to prevent both STIs and unintended 
pregnancy. 
BRIGHT FUTURES GUIDELINES 
 
 Bright Futures: Guidelines for Health Supervision of Infants, Children, and 
Adolescents are comprehensive guidelines developed by the American Academy of 
Pediatrics (AAP) that support primary care practices in providing well-child and 
adolescent care to youth in private practices, hospital-based or -affiliated clinics, school-
based health centers, public health clinics, community health centers, Indian Health 
Service clinics, and other primary care facilities.33 North Carolina’s Medicaid Health 
Check Program Guidelines follows the Bright Future’s periodicity and service 
guidelines, as do SBHCs and Child Health clinics in LHDs.34–36 As such, these guidelines 
have a large influence on the frequency and the scope of SRH services that adolescents 
receive.  
 Bright Futures supports adolescent reproductive health by detailing how primary 
care providers can promote sexual development and sexuality from birth through 21 years 
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of age.37 These guidelines urge providers to incorporate sexual education into their care 
and longitudinal relationships with adolescents.37 These guidelines also stress the idea 
that “confidential, culturally sensitive, and nonjudgmental counseling and care are 
important to all youth”.37 The guidelines emphasize that is important for both males and 
females to receive sexual education and family planning counseling, and that providers 
should normalize sexuality and sexual interest.37 Bright Futures also stresses that 
providers should partner with parents in supporting healthy adolescent development.37 
Furthermore, providers should offer sexually active adolescents and those who plan to 
become sexually active information about contraception, emergency contraception, and 
STI prevention, as well as the benefits of delaying sexual activity.37 Of importance, the 
guidelines specifically highlight the need for inclusive care for LGBTQ+ and gender non-
conforming youth, and note that there are special considerations around confidentiality 
and sensitivity that should be made for this population.37  
On the whole, the Bright Futures guidelines provide providers with 
comprehensive information and recommendations regarding how to support adolescent 
sexual health and well-being across the life course. While Bright Futures effectively 
outlines ways to support adolescent health and well-being across the life course, it is 
important to consider to what degree these recommendations are being implemented by 
providers in North Carolina. This topic will be explored in more detail later in the paper. 
THE AFFORDABLE CARE ACT AND ADOLESCENT SEXUAL AND 
REPRODUCTIVE HEALTH  
 
 The Affordable Care Act (ACA) increased adolescent access to sexual and 
reproductive health care services in a number of ways. First, the ACA invested $200 
million dollars in SBHCs with the intention of increasing the number of students served 
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by these centers, for reasons including sexual health counseling and care, by 50 percent.38 
Second, the ACA mandated that Bright Futures-recommended services, which include a 
range of sexual and reproductive health services, be covered by all health plans with no 
additional cost sharing for beneficiaries.38 As such, the ACA served as the impetus for 
implementing the Bright Futures guidelines on a national scale.39 And third, the ACA 
ensured that The United States Preventive Services Task Force and women’s preventive 
health services be covered by health plans without cost sharing, which included 
numerous services relevant for adolescents.38  
While the ACA greatly improved adolescent access to SRH services by 
overcoming financial barriers to accessing such services, the health insurance enrollment 
process still poses a significant barrier to adolescent coverage.38 Additionally, 
confidentiality concerns serve as a barrier to adolescents accessing care, as adolescents 
fear that their health plan’s explanation of benefits (EOBs) sent home to parents will 
include information about sensitive SRH services they receive.38   
SITE SPECIFIC CONSIDERATIONS   
 
STATE-FUNDED SCHOOL BASED HEALTH CENTERS 
 
 In FY2019, there were 31 state-funded SBHCs in North Carolina operated by 14 
sponsoring agencies including hospitals, nonprofit organizations, LHDs, and FQHCs.40 
These school-based or school-linked centers are located in or near middle and high 
schools in order to increase students’ access to health services. 40 From an equity lens, 
SBHCs successfully provide high-need students with access to care by serving all 
students  regardless of their ability to pay or insurance status. 40 Health services provided 
by SBHCs include acute care, management of chronic illnesses, mental health 
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counseling, and preventive services such as risk assessments, health education, 
immunizations, physical and dental exams, and nutrition services, although not all 
SBHCs offer all of these services.40 For FY2019, the 31 state-funded SBHCs provided a 
total of 10,763 unduplicated students with care.40 Of these students, 8273 (77%) had 
public or no health insurance.40 In FY2019, 24% (12,290) of all visits were preventive 
health visits, including health risk screening assessments that discuss students’ sexual 
health.40 In fact, health counseling was the top reason that students were seen in SBHCs 
during FY2019.40  
 The NC Division of Public Health publishes a series of Quality Assurance 
Standards that SBHCs are required to meet in order to receive state funding.41 Of these 
standards, Standard 3.9 requires that “Age appropriate reproductive health care services 
are provided” in SBHCs.41 This standard defines that reproductive health care should 
minimally include, but not be limited to: education on abstinence; screening for sexual 
development as outlined in the Health Check screening guidelines; laboratory tests as 
clinically indicated; and diagnosis and treatment as clinically indicated.41 Regarding 
screening for sexual development, the Health Check screening guidelines state that the 
American Academy of Pediatrics (AAP) “recommends use of an adolescent health risk 
assessment tool to screen for a variety of possible psychosocial and health risks and 
strengths in adolescents, ages 11 years and older.”.34 The Health Check screening 
guidelines recommend that adolescents be screened for the following risks: alcohol/drug 
use, low self-esteem, tobacco use, sexually transmitted infections, pregnancy, violence, 
injury, poor nutrition and physical activity.34 The guidelines also recommend that 
adolescents be screened for the following strengths: good nutrition, positive relationships 
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with peers, some mastery of a skill, talent or sport, family supports, school engagement / 
community involvement, and, delay of sexual activity.34 Health Check does reimburse 
providers for screening patients with CPT code 96160: Administration of patient-focused 
health risk assessment instrument (e.g., health hazard appraisal) with scoring and 
documentation, per standardized instrument.34  
The NC Quality Assurance Standards state that Standard 3.9 should be evaluated 
by verifying compliance with policy and procedure by reviewing medical records of 
students receiving Health Check exams and adolescent clinical preventative service visits 
and/or reproductive health services.41 Notably, the guidelines do not specify what 
screening tool providers should use, how frequently the screening tool should be utilized, 
or what specific questions should be asked to youth. Additionally, the guidelines do not 
specifically mention that SBHC providers should refer students out for contraceptive 
services should they request such services.  
The NC Division of Public Health also publishes School Health Center 
Performance Measures that include performance measures specific to preventive health 
services. These performance measures are based on recommendations from the AAP and 
Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents 
that “preventable health problems and rapid developmental changes of older children and 
adolescents are best addressed through health services that provide comprehensive 
preventive counseling and screening services”.42 Of note, the AAP Committee on 
Adolescents recommends that adolescent preventive visits include: confidential screening 
(e.g., through trigger questionnaires), appropriate preventive care interventions, and 
referrals for behavioral, emotional, and medical risk; education and counseling on 
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behavioral, emotional, and medical risks to health; and recommended immunizations.42 
The NC SBHC preventive health performance measures relevant for adolescent sexual 
and reproductive health are: 
• PM 2.1 Assuring or providing access to an annual adolescent wellness visit. 
• PM 2.2 Use of a comprehensive adolescent specific health risk assessment 
tool as part of the annual adolescent wellness visit that is conducted at the 
SBHC. 
• PM 2.3 Use of a comprehensive adolescent specific health risk assessment 
tool with any student who has been seen frequently (three or more times) at 
the center. 
While these performance measures are tangentially related to adolescent sexual and 
reproductive health, there are no performance measures that explicitly detail such 
services in the school-based setting.  
LOCAL HEALTH DEPARTMENTS 
  
 There are 100 counties in North Carolina, each with their own local health 
department (LHD).43 As reported in the NC 2020 Block Grant Application, 12,521 
adolescents received a preventive medical visit at a LHD in FY2019.20 Local health 
departments provide services to community members at a minimal cost determined on a 
sliding scale based on annual income, and as such are a financially viable option for 
adolescents seeking reproductive health care services. At LHDs, adolescents may receive 
SRH services through one of three main ways: 1) visiting the LHD for a well child exam, 
but also expressing a need for FP services; 2) visiting the LHD for FP services, but also 
needing a Child Health visit; or 3) visiting the LHD specifically for FP services.36  
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The NC Public Health Guidelines for Billing and Coding offers guidance for 
LHD providers that promotes adolescent reproductive health care access. For instance, 
the guidelines offer specific guidance on how to bill for services when child and FP 
services intersect during an adolescent’s visit to a LHD. Such guidance helps to ensure 
that adolescents can receive their desired FP services regardless of the initial reason for 
their visit.36 The guidelines also promote the use of adolescent health risk assessments 
during adolescent visits to the Child Health clinic in the LHD. Specifically, the guidelines 
highlight that the HEADSSS Adolescent Health Risk Assessment, a part of the Bright 
Futures tools, must be used for adolescents from age 11 to 21 years, and also provides 
information regarding how this screening should be billed using CPT code 96160.36 
Notably, the guidelines lay out a policy that ensures that all teens and women without 
insurance or on Medicaid can receive free access to pregnancy tests, and also details a 
series of procedures that LHDs can employ to implement this policy.36 Lastly, the 
guidelines support adolescent reproductive health by mandating that family planning 
information be provided during a Health Check or Child Health visit. This family 
planning information includes information on the health benefits of abstinence; the risks 
and benefits of all contraceptive options; specific information on the adolescent’s 
contraceptive choice; the benefits of dual-method use; information on back up methods 
and emergency contraception; and an emergency 24-hour number and location where 
emergency services can be obtained.36  
 All North Carolina LHDs that provide family planning services receive Title X 
funding.44 Title X funded clinics promote adolescent reproductive health by ensuring that 
all patients seen at these clinics, including adolescents, receive comprehensive family 
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planning services and reproductive health care.44 For clinics that receive Title X funding, 
there are established family planning and preventive health screening components with 
which clinics must comply. 44 These requirements include: 1) the process of asking 
questions about a client’s history, including risk factors for a disease or health condition 
exist; 2) performing a physical exam; and 3) performing confirmatory laboratory testing 
as necessary.44 Some screening recommendations only apply to specific subpopulations 
such as adolescents, and there are different service checklists for males and females.44  
 Family planning visits at Title X funded LHDs support adolescents’ SRH for 
numerous reasons. These include, but not limited to, providing comprehensive 
information on how to prevent pregnancy, offering confidential services, and specifically 
providing services in a “youth-friendly” manner.44 Title X funded clinics are required to 
inform adolescents about how to prevent pregnancy through methods such as abstinence, 
but also must inform adolescents about contraception and help them choose a method that 
best meets their needs, including long-acting reversible contraception (LARCs).44 Title X 
also requires that clinics offer confidential services to adolescents, as confidentiality is 
critical for adolescents and can significantly influence their willingness to access and 
utilize services.44 Additionally, clinics are required to provide services in a “youth-
friendly” manner, meaning that services are “equitable, accessible, acceptable, 
appropriate, and effective” as is defined by the World Health Organization.25 While these 
recommendations and requirements exist, there is still room for LHDs to improve their 
“youth-friendliness” as will be discussed in more detail later on in the report. 




 Providers in primary care practices, including both private and public practices, 
are required to follow federal HIPAA laws regarding privacy as well as state laws 
regarding minor’s consent and confidentitality.26 That being said, experts interviewed for 
this paper highlighted that many providers in clinics across North Carolina are not 
familiar with minor’s consent laws, including services for which minors can consent.30 
Primary care practices typically see patients with insurance, meaning that patients 
receiving care at these practices usually have health plans that must provide coverage for 
the preventive services recommended in the Bright Futures guidelines with no additional 
cost sharing, as was established with the ACA.38 For families without health insurance, 
the cost of services may serve as a huge barrier that prevents them from being able to 
seek services at private primary care clinics. 
FEDERALLY QUALIFIED HEALTH CENTERS 
  
 As defined by the Health Resources & Services Administration (HRSA), 
Federally Qualified Health Centers (FQHCs) are community-based health care providers 
that receive funds from the HRSA Health Center Program to provide primary care 
services in underserved areas.45 These providers must meet a strict set of requirements 
that include providing care on a sliding fee scale based on a patient’s ability to pay and 
operating under a governing board that includes patients.45 Research has found that 
organizational practices to ensure patient privacy for adolescents seeking care at FQHCs 
are implemented unevenly across centers nationwide.46 Barriers to implementing privacy 
practices for adolescents at these health centers include a lack of clear guidelines or 
protocols for providing confidential services to adolescents and confusion among staff 
about state minor’s consent laws.46 Furthermore, this research found that the absence of 
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established protocols to ensure patient confidentiality may compromise adolescents’ 
privacy, potentially leading young people to avoid seeking medical care.46  
According to experts interviewed for this project, FQHCs in North Carolina 
experience similar barriers to providing confidential care as were found in the research 
highlighted above.30 Furthermore, FQHCs in North Carolina vary in the populations they 
serve and in the scope of services they offer based on center-specific policies, values, and 
resources.47,48 




While the overall policy landscape in North Carolina is supportive of adolescent 
access to FP and SRH services, it is unclear with what fidelity these recommendations 
and guidelines are being implemented in health practices around the state. To shed light 
on the current state of adolescent SRH care access in the state, the author conducted key 
informant interviews with experts on adolescent health care provision in the following 
care settings: school-based health centers (SBHCs), Federally Qualified Health Centers 
(FQHCs), primary care practices, and local health departments (LHDs). Key informants 
were identified by the author and NC DPH staff, with the goal being to interview at least 
one, ideally two, experts in each of the four identified care settings. The author and NC 
DPH staff collaborated to develop a key informant interview guide used during the key 
informant interviews (see Appendix A). Interviews were conducted using the Zoom 
software, and lasted 45 minutes to one hour in duration. The interviews were recorded, 
transcribed, and analyzed by the author to identify relevant themes specific to each care 
setting. In total, seven key informant interviews were conducted with experts including 
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SHIFT NC staff, LHD providers, NC DPH staff, SBHC directors, nurses, and primary 
care providers. One primary care provider was unable to be interviewed over Zoom due 
to the COVID-19 pandemic, but responded to the key informant interview questions via 
email. This study was not considered human subjects research by the UNC IRB and was 
exempt from requiring IRB approval.  
 The following sections discuss key findings from the key informant interviews as 
they relate to each adolescent care setting. 
SCHOOL-BASED HEALTH CENTERS 
 
 Key informant interviews with experts on adolescent care in SBHCs offered a 
variety of noteworthy insights into adolescent SRH access. Regarding students’ ability to 
access care at SBHCs, SBHCs have a formal recruitment process that occurs at the 
beginning of each school year in which students are sent home with a parental consent 
form detailing the services offered at SBHCs. Signed consent forms must be returned to 
the SBHCs in order for students to receive care and services, with the one exception 
being if students come to the SBHC to receive care under minor’s consent laws.48 While 
these SBHCs will see students regardless of their insurance status or ability to pay, these 
services are not free for students who are able to pay and/or do have insurance; this can 
be a point of confusion for parents, who may assume that services at SBHCs are free for 
all students regardless of insurance status.49 
 The scope of SRH services offered by SBHCs offer vary based on the center’s 
resources, provider preferences, and community opinions around adolescent sexual 
activity.48 Some SBHCs offer free pregnancy tests to students, while others refer students 
to LHDs if they think a student may be pregnant.47,48 Some SBHCs test for and can treat 
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STIs onsite, while others do not test for STIs at all.47–49 Many SBHCs use the Rapid 
Assessment for Adolescent Preventive Services (RAAPS) screening tool to screen 
adolescents for risk behaviors, including sexual behaviors, that may impact their health, 
well-being, and academic success.47,48 However, not all centers use this tool as some 
school districts have issues with students being asked questions about their sexual 
activity.48,49 Refraining from asking students about sexual activity can have access 
implications for students, as students may not be provided or referred for the FP services 
they need and may be uncomfortable asking for directly. There is also variation among 
SBHCs as to how frequently screening assessments are given to students, with some 
centers screening students every time they visit the SBHC and others only screening after 
their third visit.49 Regarding contraception, some SBHC providers will prescribe 
hormonal contraception for students to be picked up at an affiliated FQHC, LHD, or other 
pharmacy, but SBHCs are prohibited from directly providing contraceptives of any kind 
to students because of the Healthy Child Act of 2009.47,48 In general, SBHCs typically 
refer students to LHDs for services, including reproductive health services, beyond the 
scope of those that can be provided at the centers.47–49   
 A major theme that emerged from conversations with SBHC experts was the issue 
of uncertainty and confusion around the confidentiality of SRH services in SBHCs. 
Depending on a student’s insurance plan, their parents may receive an explanation of 
benefits (EOB) that lists the specific services that their child received at the SBHC, 
including SRH services.47,48 As the EOB received differs for each insurance plan, both 
students and SBHC staff are at times unsure if FP services can truly be confidential for 
adolescents.47,48 In settings other than LHDs, this billing issue is a major barrier to 
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adolescents receiving SRH services.30,48,50 Privacy issues can also serve as a barrier to 
students accessing care, with students being concerned about other students seeing them 
waiting to receive services at the SBHC. This concern can be addressed by making sure 
that the SBHC waiting room is not visible to other students not at the center, and by 
separating exam and waiting areas.49 
LOCAL HEALTH DEPARTMENTS 
 
 All LHDs in North Carolina see adolescents for reproductive health services, with 
the exception of Polk county who outsources this care to a local FQHC.50 As LHDs 
provide care through different programs and clinics, adolescents can access SRH services 
through either the Child Health program/clinic or the Family Planning (FP) 
program/clinic.50 It is important to note that not all LHD’s FP clinics offer well child 
services, and that not all Child Health clinics are comfortable with providing FP 
services.51 According to the key informants, there were many reasons for this discomfort 
including nurses’ and providers’ personal and religious beliefs about adolescent sexual 
activity, confidence in their ability to provide appropriate FP services, and interpersonal 
concerns regarding adolescents’ parents they may know personally.51 Outside of these 
comfort issues, the state does facilitate the provision of family planning services during a 
well child visit and vice versa by providing billing guidelines for how to bill for such 
situations.36 Of note, there are no minimum age restrictions regarding when an adolescent 
can be seen in a FP clinic.50  
 Overall, the SRH care that adolescents receive in FP clinics at LHDs is 
comprehensive and confidential. In FP clinics that receive Title X funding, there are set 
procedures in place for adolescent FP visits that include checking the adolescent’s 
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eligibility for cost reductions, taking patient history, providing counseling and education 
as needed, taking basic vitals, and providing treatment and other services as is 
appropriate.50 At the beginning of the FP visit, the nurse will discuss confidentiality with 
the adolescent and inform them that the visit can be completely confidential.50 If the 
adolescent informs the nurse that they would like the visit to be confidential, the nurse 
records that the adolescent is the sole member of their family and calculates the cost of 
the visit according to the LHD’s sliding scale fee system using the adolescent’s income, 
effectively making the visit free.50 This system complies with Title X’s strict 
confidentiality requirements as no bill is ever sent home to the adolescent’s parents. Of 
note, the provider decides if the adolescent is competent and capable of making decisions 
about their own care, and the adolescent decides the level of confidentiality for the 
services they receive.51 There are no specific screening questions that FP clinic nurses use 
when discussing sexual histories with adolescents, although there are topics that Title X 
requires nurses to discuss including abstinence and birth control, including condoms and 
LARCs.50 Title X does require that LHD agencies be aware of “special minority 
populations” such as LGBTQ+ and to ensure that staff are trained on how to provide 
inclusive and appropriate care for these populations.50  
 While adolescents receive counseling on all forms of contraception in family 
planning clinics, not all LHDs offer same-day provision of all forms of contraception.50 
In FY2019, LHDs in 95 counties offered in-clinic IUD insertions with four counties 
referring out for such services.52 Similarly, in FY2019 LHDs in 91 counties offered in 
clinic implants, eight counties referred out for implant insertion, and one county did not 
refer out for this service.52 Regarding same-day insertions, 90 counties offer same-day 
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insertion of at least one LARC method, with 73 counties offering both same-day IUDs 
and implants.52 Local health departments failing to offer same-day LARC insertion poses 
a significant barrier to adolescents accessing this form of contraception, as they may be 
less likely to come back for a second visit than adults.50 Of note, this barrier may 
disproportionately impact adolescents in rural counties as all of the counties that do not 
offer same-day LARC insertion are rural counties.50   
 A lack of “youth-friendly” services can also serve as a significant barrier to 
adolescents accessing SRH care in LHDs.50 Commonly recognized youth-friendly health 
facility characteristics include, but are not limited to, a convenient location; adequate 
space; high quality adolescent health materials available, in all languages that young 
people in the community speak and for various reading levels, including low literacy; 
drop-in clients welcomed and appointments arranged rapidly; and flexible hours 
including offering lunch, evening and weekend appointments.53 Many LHDs are 
currently working on ways to make their services and facilities more youth friendly, with 
approximately 12 LHDs having opened teen clinics that have evening and weekend hours 
and are separate from their adult clinics.50  State and non-profit led initiatives work with 
LHDs to improve the youth-friendliness of these health agencies.30,50  
 In light of the new Title X funding regulations enacted in 2019 prohibiting 
abortion referrals and counseling, adolescents are currently facing an “informational 
bottleneck”.50 Before this rule was imposed, when an pregnant adolescent visited a Title 
X funded FP clinic, they would be provided with information on three courses of action: 
carrying the pregnancy to term and parenting the baby; carrying the pregnancy to term 
and putting the baby up for adoption; and terminating the pregnancy.50 With the new 
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changes to Title X, providers are now unable to provide pregnant adolescents with 
information about abortion as an option or to refer them for abortion services.50 This new 
rule dramatically limits adolescents’ ability to make fully informed decisions about 
pregnancy and to access the full spectrum of SRH care.50  
PRIMARY CARE PRACTICES 
 
According to experts on adolescent health care in primary care settings, both 
public and private primary care clinics have inconsistent practices regarding screening for 
adolescent sexual activity.30,54 Providers vary in how, when, and whether they ask what 
SHIFT NC calls the “Universal Questions”: how frequently do you engage in sexual 
activity, and what types of sexual activity do you engage in.30 Furthermore, the questions 
that providers do ask adolescents about sexual activity are typically dictated by their 
clinic’s electronic medical record (EMR).30 If there are no questions regarding adolescent 
sexual activity in a clinic’s EMR, it can be challenging to get providers at that clinic to 
ask these questions because the EMR guides patient visits and is followed with fidelity to 
ensure efficient clinic flow.30 One respondent did highlight that “some clinics have 
generic health behavior screening questionnaires, but it is uncommon to have anything 
that is sexual health specific”.54  
Similar to issues raised by SBHC experts, confidentiality and privacy concerns 
impact adolescents’ ability to access SRH services in primary care clinics.30,54 For 
instance, whether or not a clinic has protections in place to ensure an adolescent’s privacy 
can impact whether or not they are asked questions about their sexual health and 
history.54 The use of private insurance is a key issue that may “undermine privacy”, as 
providers, clinic staff, and adolescents may not know what specific services and 
 
 31 
information will be included in each health plan’s EOB sent home to parents.30,54 One 
expert highlighted that in light of this privacy concern, clinics should provide free FP 
services to adolescent but not all clinics do so.54 Privacy concerns regarding private 
insurance are confounded by adolescents’ limited understanding of how insurance 
works.30 Not having youth-friendly practices such as friendly welcome staff, or 
adolescents feeling judged or disrespected serve as further barriers to accessing care.30 
Conversely, a key informant cited that adolescents having a trusted adult, either a parent 
or other adult, who can come with them to clinic facilitates access.30  
Key respondents agreed that the types of FP services adolescents are offered 
depends on the setting and what the specific provider is comfortable providing.54 One 
expert stated that most practices offer counseling and prescriptions for basic options like 
birth control pills, the birth control patch, vaginal rings, and in-clinic Depo-shots.54 While 
the respondent highlighted that “most practices” offer these services, privacy concerns 
still serve as a significant barrier to adolescents’ ability to receive these services 
confidentiality. Of note, LARCs are often not discussed with adolescents because many 
providers do not feel comfortable providing adolescents with this type of contraception.30 
Overall, STI testing is broadly available in primary care clinics, but privacy concerns 
regarding insurance may impact adolescents’ willingness to receive testing.54 For those 
who do receive information on sexual health and activity, male and female adolescents 
often receive different information from providers due to misconceptions about who 
needs what information.30 Frequently, females receive information on both STIs and birth 
control, whereas males only receive information on STIs.30  
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As key respondents highlighted, confidentiality of adolescent SRH care is a 
common issue in private practices as many clinics are either not aware of or do fully 
abide by minor’s consent and confidentiality laws.30,54 This issue extends to people at all 
levels of the clinic, including administrative staff, nurses, and providers.30 SHIFT NC 
currently works with practices across North Carolina to educate clinic staff and providers 
about minor’s consent and confidentiality laws.30 Beyond issues of confidentiality, social 
dynamics can make it uncomfortable for providers in these clinics to ask adolescents 
about sexual activities.30 In pediatric or family clinics, providers have often seen a family 
for a long time and may not want to risk ruining their relationship with parents by trying 
to speak to adolescents alone.30 Additionally, in smaller or more rural communities where 
parents may have a relationship with primary practice staff outside of the office, these 
social dynamics can serve as an even greater barrier to adolescents accessing confidential 
care.30 Given this familiarity, both providers and adolescents may not feel comfortable 
discussing sexual behaviors and activity in pediatric or family practice settings.30 
FEDERALLY QUALIFIED HEALTH CENTERS 
 
 Federally Qualified Health Centers (FQHCs) are common sponsoring agencies for 
SBHC around the state, meaning that they both employ SBHC staff and provide funding 
for center operations.40 As a result of this relationship, SBHCs are often viewed as an 
extension of the FQHCs themselves.48 Adolescents seen at SBHCs that are sponsored by 
FQHCs are frequently referred to these FQHCs for services beyond the scope of those 
provided at the SBHC.48 There are many perceived benefits of this referral system 
including that FQHC staff are familiar with students, their needs, and common reasons 
for referral, and that students may be more comfortable with attending FQHCs because 
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they may know staff or be familiar with these centers.48 Speaking broadly, the goal of 
FQHCs is to “help people and meeting people where they are at regardless of age, 
gender, or economic status”, and providing adolescents with access to care is in line with 
this mission.48  
 The scope of FP services offered by FQHCs for adolescents vary by center based 
on center-specific policies, values, and resources.47,48 For example, some FQHCs are 
mobile clinics, while others are stand-alone clinics and as such have vastly different 
service capabilities.47 Similarly, some FQHCs only serve people over the age of 18, while 
others serve individuals of all ages.47,48 As one key respondent highlighted, once 
adolescents who accessed care at a SBHC leave high school, they may not know where 
they can go to access affordable primary care health services.47 FQHCs can play a critical 
role in filling this care gap by providing adolescents with affordable primary care 
services, which can include some SRH services as well.  
RECOMMENDATIONS 
 
Based on the information presented in this paper, the author advises the Women’s Health 
Branch Family Planning Unit to consider implementing the following recommendations.   
1. Share guidance with the Children and Youth Branch to encourage SBHCs to adopt 
Blue Ridge Health’s EMR privacy system to ensure that FP services received at 
SBHCs are completely confidential. 
To address privacy concerns surrounding their ability to fully provide confidential 
services to students, Blue Ridge Health’s SBHCs have devised a system to ensure 
complete confidentiality for any services provided to students under minor’s consent 
laws.48 If a student comes to the SBHC and wants to be seen for confidential services 
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under minor’s consent, the center will create a separate sensitive EMR for that student 
that is completely unlinked from their original EMR used for primary care visits. In this 
new EMR, the student will be listed as their own uninsured guarantor, and as such there 
will be no bills sent home through insurance. The address listed in the EMR will be the 
address of the SBHC, so even if a bill were to be generated it would be sent back to the 
SBHC and not the student’s home. As the Blue Ridge Health respondent explained, their 
SBHCs had issues in the past where if a parent issued a records request from the SBHC 
there was no way to exclude any minor’s consent visits which had been marked as 
sensitive in the student’s EMR. As this issue had caused adverse situations for their 
students in the past, they created the new unlinked EMR system to ensure complete 
privacy even if a records request was issued.  
It is recommended that state-funded SBHCs evaluate their own EMR systems to 
assess whether a system similar to Blue Ridge Health’s system could be adopted to 
ensure complete privacy for students who receive care under the minor’s consent law. It 
should be noted that this recommendation may not be possible with all EMR systems, 
and SBHCs should work with their sponsoring agencies to evaluate this possibility. An 
advantage of this system is that creating a new EMR avoids the potential privacy concern 
caused by having an EOB with information about sensitive SRH services sent to the 
student’s home. As overseeing state-funded SBHCs is outside of the Family Planning 
Unit’s jurisdiction, it is recommended that the Unit collaborate with the Children and 
Youth Branch to implement this recommendation in SBHCs across the state.  
2. Foster collaboration between schools and FQHCs/LHDs to help make adolescents 
more comfortable going to these settings for referrals, and ensuring that students 
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know where they can access care when they graduate, or in the event they drop out 
of, high school. 
Multiple experts interviewed for this project highlighted the benefits of having 
strong relationships between SBHCs, schools, and LHDs and/or FQHCs. As SBHCs 
often refer students to either LHDs or FQHCs for services outside of the scope of those 
provided at their centers, having strong relationships with these referral sites can help 
overcome barriers that students may face in accessing referral services. One example of 
the benefits of this partnership can be seen in Yancey county. In Yancey county, nurses 
from the LHD teach sexual education classes for middle and high school students in 
schools. In these classes, the nurse talks about minor’s consent laws and also highlights 
the health services available to students at their LHD. The SBHC nurse is also present for 
these classes and can help answer students’ questions. During their interview, the expert 
from Yancey county reflected that this partnership with the LHD nurse and the school has 
been effective at making adolescents more comfortable with the thought of seeking care 
at a LHD and they believe that these classes have helped lead to an increase in adolescent 
visits to the LHD.  
 The author recommends that the Family Planning Unit encourage LHDs to 
conduct outreach with local schools to increase student awareness of the services and 
resources they offer. As not all school districts are comfortable with students being asked 
about sexual activity in SBHCs, this outreach could also serve as an opportunity for 
LHDs to build school buy-in as to the importance of providing adolescents assess to SRH 
services, including sexual education. Outreach activities could include, but are not limited 
to: distributing brochures with information about LHD services at the beginning of the 
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health year; tabling at any school fairs/events, partnering with schools to provide sexual 
health education classes; and speaking at school assemblies. As continuity of care can be 
a major concern for graduating students who typically receive primary care at SBHCs, it 
is important that these students know they can receive affordable and quality care at 
LHDs even when they are no longer a student. Given that adolescents aged 18-19 have 
the highest pregnancy rate among adolescents aged 15-19, it is critical that graduating 
students know where they can access FP services after high school.16 As such, the Family 
Planning Unit should support LHDs in developing informational materials and 
disseminating this information to graduating high school students in local communities.  
3. Partner with SHIFT NC and physician groups to promote the use of screening 
assessments such as the RAAPS or HEADSSS assessment in primary care 
practices. 
As the key informant from SHIFT NC highlighted, primary care providers vary in 
how, when, and whether they ask the “Universal Questions” of how frequently do you 
engage in sexual activity, and what types of sexual activity do you engage in. As the 
Family Planning Unit does not directly interact with primary care services outside of 
LHDs, the author recommends that the Unit partner with SHIFT NC to conduct an 
outreach initiative for providers in private and public primary care settings. The goal of 
this outreach imitative would be to increase how frequently primary care providers screen 
adolescents for sexual activities and to standardize care across primary care settings by 
encouraging the use of standardized validated risk screening tools such as the RAAPS or 
HEADSS assessment.55,56 Outreach should also include training for providers and clinic 
staff on how to bill for preventive screenings, as well as appropriate care to provide 
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adolescents based on answers to screening questions. Notably, providers should be 
encouraged to screen adolescents using a standardized validated risk screening tool every 
time they see an adolescent for primary care services. 
As working directly with primary care clinics is outside of the Family Planning 
Unit’s jurisdiction, the Unit should consider engaging with the NC Pediatric Society and 
the North Carolina Academy of Family Physicians to promote the use of screening 
assessment in primary care practices. The Family Planning Unit could develop 
educational and promotional materials explaining the benefits and importance of adopting 
standardized screening assessments in primary care practices, and could connect these 
groups with non-profits such as SHIFT NC that could provide technical assistance to 
primary care practices across the state. 
4. Partner with SHIFT NC to develop a “youth-friendly” designation for clinics 
modeled off of the “Star Rated Licenses” for child care centers.  
As explained by the SHIFT NC expert interviewed, SHIFT NC is currently 
developing a “youth-friendly” designation for primary care clinics around the state. As 
the Family Planning Unit is doing similar work with LHDs to promote youth-friendly 
practices in their clinics, it is recommended that the Unit collaborate with SHIFT NC to 
create a communal “youth-friendly” designation that clinics could advertise and market. 
This “youth-friendly” designation could be modeled after the “Star Rated Licenses” 
developed by the NC Division of Child Development and Early Education issued to child 
care centers and family child care homes.57 The information provided on a “Star Rated 
License” includes: the number of stars earned out of the number of stars possible (e.g., 
three stars shaded out of five stars on the license); the name and physical location of the 
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program; how many points the program earned in each of the two components, staff 
education and program standards; and basic licensing information such as the number of 
children allowed, ages allowed, and any restrictions (see Appendix B).57 In adapting this 
licensing model to a “youth-friendly” designation, clinics could be evaluated based on 
how well they meet the World Health Organization’s five dimensions of youth-friendly 
services: to be considered adolescent friendly, health services should be accessible, 
acceptable, equitable, appropriate and effective.25  
The accessibility dimension assesses whether adolescents are able to obtain 
available health services.25 For this dimension, clinics should be evaluated on whether 
they have flexible visits; offer drop-in, same-day, or next-day visits; offer services at no 
or low cost; and are located in easy to access areas.58 The acceptable dimension looks at 
if adolescents are willing to obtain available health services.25 In terms of clinic 
acceptability, clinics should be evaluated on how well they create an environment that is 
welcoming to adolescents. This could include having magazines for teens, cell phone 
charging stations, and artwork by local teens, as well as training staff to provide friendly, 
respectful, and non-judgmental services to youth.58 The equitable dimension looks at if 
all adolescents, not just selected groups, are able to obtain available health services.25 
Clinics should be evaluated on whether they provide services and materials in the 
languages spoken in the community, and if they have developed and posted a non-
discrimination policy so youth of all identities know they are welcome.58 The appropriate 
dimension assesses whether the right health services (i.e. the ones they need) are 
provided to adolescents.25 To assess whether services are appropriate, clinics should be 
evaluated on whether they engage adolescents to provide feedback on their services such 
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as collecting and reviewing adolescent client/patient satisfaction surveys annually; 
holding focus groups with adolescent patients; and creating a youth advisory council.58 
Lastly, the effective dimension refers to if the right health services are provided in the 
“right way”, and make a positive contribution to adolescent health.25 A major component 
of effective youth-friendly services is the confidentiality of these services.58 As such, 
clinics can be evaluated on their effectiveness by seeing how well they provide and 
promote confidential services.58 Confidentiality efforts can include, but are not limited to, 
developing and posting a confidentiality policy aligned with state laws; providing clear 
information to adolescents, parents, and staff about which services youth can access 
confidentially; and training all staff on the protections, rights, and limitations of 
confidential services.58 
5. Create a centralized database of all clinics with the newly developed “youth-
friendly” designation to be shared with NCCARE360 to facilitate adolescent 
referrals for SRH services. 
Once a shared “youth-friendly” designation is developed, the Family Planning 
Unit should collaborate with SHIFT NC to develop a communal “youth-friendly” clinic 
database in order to centralize where this information is stored. Centralizing this 
information may make it more user friendly and relevant for providers across the state 
when making referrals for adolescent patients. As adolescents seen in school-based 
settings are frequently referred out for SRH services, it is important that staff in these 




North Carolina is currently rolling out its first statewide coordinated care network, 
NCCARE360, with the goal of having this network available in all 100 counties by the 
end of 2020.59 This network will electronically connect people living with identified 
needs to community resources and allow for follow-up on the outcome of that 
connection.60  As the website describes, “NCCARE360 unites healthcare, human 
services, and community-based organizations with a shared technology platform allowing 
for a coordinated, community-oriented, person-centered approach to delivering care in 
North Carolina”.60 NCCARE360 has a series of inclusion criteria that must be met in 
order for an organization to be included in the network, which LHDs clearly meet.61 In 
each organization’s NCCARE360 profile, organizations must provide information 
including “services provided with descriptions” and “targeted age groups, communities 
and populations served”.61 Once a centralized youth-friendly clinic database is developed, 
the Family Planning Unit could consider reaching out to NCCARE360 to see if 
organizations could be required to provide information about whether or not they are 
designated as “youth friendly” on the network. Additionally, the Family Planning Unit 
could reach out to NCCARE360 to share the youth-friendly clinic database and see if 
NCCARE360 would include the database in the series of directories and data repositories 
that community partners have access to through the network.60 
6. Incorporate promoting and conducting minor’s consent and confidentiality 
trainings for providers and clinic staff across North Carolina into the state’s new 
Perinatal Health Strategic Plan.  
As multiple experts highlighted, confidentiality and privacy concerns serve as 
barriers to adolescents receiving FP services across care settings. For example, 
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confidentiality of adolescent SRH care is a common issue in private practices as many 
clinics are either not aware of or do fully implement minor’s consent and confidentiality 
laws.30,54 This issue extends to people at all levels of the clinic, including administrative 
staff, nurses, and providers.30 Many providers in SBHCs and primary care clinics across 
the state either are not aware of minor’s consent laws, or do not feel comfortable 
implementing these confidential practices. In order to increase adolescents' access to FP 
services statewide, it is imperative that providers across care settings offer confidential 
services in accordance with the state’s minor’s confidentiality and consent laws. 
As working directly with SBHCs and primary care practices are outside of the 
Family Planning Unit’s jurisdiction, the author recommends that the Unit advocate to 
incorporate promoting and conducting minor’s consent and confidentiality trainings with 
providers and clinic staff in all care settings into the state’s new Perinatal Health Strategic 
Plan (PHSP). These provider and staff trainings could cover, among other topics, North 
Carolina’s minor’s consent and confidentiality laws; how to inform adolescents about 
their rights laid out in these laws; and how to provide adolescents care in accordance with 
these laws. In incorporating these trainings into the PHSP, the Unit could highlight 
various organizations in the state that could help implement these trainings. For instance, 
SHIFT NC would be a logical partner for this work as they already develop and conducts 
trainings for primary care clinic providers and staff on minor’s consent and 
confidentiality laws. Additionally, Upstream NC could serve as a potential partner for 
this step of the plan as minor’s consent and confidentiality information could be 
incorporated into the outreach and trainings that they are already rolling out with 
providers across the state. Lastly, the Unit could consider partnering with Every Woman 
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NC, the March of Dimes North Carolina Preconception Health Campaign that could also 
help to provide implementation support for this initiative.  
7. Promote youth-friendly practices and services in LHDs, such as encouraging 
filming virtual LHD tours to be shared on health department websites. 
As multiple key informants mentioned, having a strong online presence is a 
critical component of youth-friendly practices for health clinics. The World Health 
Organization describes youth-friendly services as those that are equitable, accessible, 
acceptable, appropriate, and effective.25 Given that 78% of adolescents aged 15-18 used 
the Internet from home in 2017 62 and 95% of US adolescents had smartphone access at 
home in 2018 63, reaching adolescents online is both an accessible and appropriate way 
for LHDs to connect with adolescents. Connecting with youth online can include both the 
use of social media platforms and LHD websites.  
As a part of their teen pregnancy prevention initiative (TPPI) program, Lee 
county has been successful in using their online platform to increase the youth 
friendliness of their clinic. LHD staff created a “virtual walkthrough” of their clinic in 
which they filmed a mock visit to the health clinic. This clinic video chronicled the entire 
visit from the check in process with what questions youth would be asked when they 
arrived at the LHD, to the exam room and visit with the nurse, to checking out and 
leaving the clinic. The Lee county staff felt that this virtual walk through was an effective 
way for young people to become comfortable with what a health department clinic looks 
like and to help overcome any fear that they may have in visiting such a clinic.  
It is recommended that the Family Planning Unit works with LHDs to encourage 
them to film similar virtual clinic walkthroughs to be shared on health department 
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websites and social media platforms in order to reduce adolescents’ fears about seeking 
care at an unfamiliar LHD.  
8. Create a social media campaign to educate adolescents on minor’s rights regarding 
consent and confidentiality, and on health insurance plans/EOBs.  
In addition to educating providers and clinic staff on minor’s consent and 
confidentiality laws, it is recommended that the Family Planning Unit also work to 
directly educate adolescents on their rights regarding consent. As many experts 
interviewed noted, adolescents are largely unaware of their rights to consent for a wide 
array of confidential reproductive health services. As one key informant noted, 
“adolescents want to be talked with and listened to, and to be involved in their care 
process”, and this includes being informed about their rights to consent for care.51 As 
with other recommendations, this education initiative could be conducted in partnership 
with non-profit organizations such as SHIFT NC, or could be led by the Family Planning 
Unit. As reported by the Pew Research Center, adolescents age 13-17 use YouTube, 
Instagram, and Snapchat more frequently than they use the Facebook social media 
platform.64 As such, the Family Planning Unit should consider using these three popular 
social media platforms, or whatever platform is most popular at the time of 
implementation, when conceptualizing and designing a social media campaign to educate 




While the overall policy landscape in North Carolina facilitates access to FP 
services by allowing adolescents to consent to and receive confidential services, practices 
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and providers around the state vary regarding the degree to which they implement these 
recommendations and guidelines. Based on information shared by key informants for this 
paper, the author found that there do appear to be significant differences in the scope and 
accessibility of FP services available to adolescents dependent upon where these 
adolescents receive care. Title X funded family planning clinics located in LHDs appear 
to provide the most comprehensive FP services to adolescents. These clinics, along with 
some SBHCs, also take the most comprehensive measures to ensure that FP services 
students receive are completely confidential. To help minimize the differences in care 
explored in this report and to ensure that all adolescents in North Carolina have access to 
comprehensive FP services, it is recommended that the Family Planning Unit implement 
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Key Informant Interview Questions 
1. In what capacity and in what setting do you/have you worked with adolescent reproductive 
health care?  
2. What does a typical adolescent primary care visit consist of in this setting? 
a. Are all adolescents asked about their sexual activity and reproductive health, or do 
the adolescents need to initiate these conversations? 
b.  (If applicable) At what age do parents leave the room so that adolescents can be 
spoken to alone? 
3. What questions do providers in this setting ask about adolescent sexual activity? 
a. Are there any specific tools that providers use to facilitate these conversations? 
4. What are the typical reproductive health services offered to adolescents in this setting?  
a. Are adolescents able to access contraceptives in this setting? If so, what kinds? 
5. In what ways, if any, do minor consent laws impact how adolescents receive care in this 
setting?  
6. How does the care that adolescents receive differ based on being in a rural or urban setting?  
7. How does the care that adolescents receive differ based on their insurance type/status in this 
setting?  
8. To the best of your knowledge, what do adolescents consider and prioritize when choosing 
where to access care services? 
9. To the best of your knowledge, how do adolescents find out about your services or where to 
go to for services? 
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